







tal  presentation  by  substituting  the  cephalic  and  breech 
poles through abdominal manipulation.  The goal of ECV 
is to decrease breech presentation at delivery, as well as to 
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2dition, obstetricians noted high rates of spontaneous con-
version to vertex as well as spontaneous reversion to the 














tions  in  neonatal  death  and  serious  neonatal  morbidity 
when breech fetuses were delivered by planned cesarean 
section  as  compared  to  planned vaginal  breech delivery. 
This study was published in 2000 and since that time ap-




Who Is a Candidate for ECV?





base evaluated 3  studies on ECV before  term and  found 
no significant effect on noncephalic presentation or cesar-
ean section.  This is in contrast to the Cochrane review on 






What Are the Contraindications for ECV?










risk of uterine  rupture  in  these women  is unknown and 
further  research  is  needed  before  recommendations  for 
ECV in women with prior cesarean section can be made.









volume,  fetal  position,  maternal  weight,  estimated  fetal 
weight and engagement of the fetal pole have all been fac-
tors associated with the success of ECV.











with breech presentation at  term  include prolapsed  cord 






















increased  risk  of  abruption  and perinatal morbidity  and 
death.
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less were willing  to  consider  it.   There  is very  little data 
on pain and ECV and whether that is what deters patients 
from this procedure is unknown.
Where Do We Go from Here?










  — Kristi Borowski, M.D.
    Fellow—Maternal Fetal Medicine
    Dept. of Obstetrics & Gynecology


















now  recommended  that  normothermia  be  achieved  and 
that iatrogenic hyperthermia in resuscitated newborns be 
avoided.    Further  recommendations  for  therapeutic  hy-









Conversely,  concerns  remain  regarding  the  possibility 
of  tissue  damage  from  hypoxemia  during  resuscitation. 






standard approach  to  resuscitate with 100% oxygen.   An 
alternative  is  to begin with  less  than 100% oxygen, how-
ever if the infant remains cyanotic after 90 seconds of posi-
tive pressure ventilation the oxygen administration should 
be  increased  to  100%.    Importantly,  in  situations  where 

















Based  on  a  large  randomized  clinical  trial  there  is  no 
longer the recommendation that meconium stained infants 
































A  commonly  used  CO2  indicator  that  is  readily  available 





























of  resuscitation.    Indications  for giving Naloxone require 
the presence of continued respiratory depression after posi-
tive pressure ventilation has restored normal heart rate and 
color,  and  a  history  of  maternal  narcotic  administration 






istration  of  chest  compressions  which  remain  indicated 
for a heart  rate  that  is  less  than 60 beats/minute despite 
adequate positive pressure ventilation for 30 seconds.  As 
all readers of this letter are likely aware, there are two tech-
niques  for  administering  chest  compressions,  however  I 
might add that it has been my observation that people par-





to  provide  effective  cardiac  output  and  coronary  artery 
perfusion with chest compressions in newborns.  One must 




culated  if  the  chest  compressions are not of  an adequate 
amplitude.  














 — Michael J. Acarregui, M.D. 
   Associate Professor of Pediatrics
   Director, Statewide Perinatal Care Program
*The Statewide Perinatal Care Program, the Iowa Department of Public Health, 
and the University of Iowa Carver College of Medicine have no relationship with 
Nelcor.
